clinic of Moorfields Eye Hospital in September I974. He had a history of gradual deterioration of vision in both eyes for the past five months. He had been seen elsewhere earlier that year when visual deterioration first became noticeable in the right eye, with a diagnosis of central serous retinopathy, and had received a course of systemic corticosteroids. One month later symptoms began in the left eye, while still on systemic corticosteroid treatment, and he was referred to the fundus clinic. He gave no history of any previous ocular or systemic illnesses. There was no family history of similar disease or of consanguinity.
OCULAR EXAMINATION
The visual acuity was 6/i8 in each eye. External examination-including slit-lamp biomicroscopy, pupillary responses, and extraocular movements-was normal. The fundi showed bilateral symmetrical annular bands of depigmentation beginning at the upper part of the optic disc, passing along the course of the upper temporal vessels, and circling round an oedematous macula. This circle of depigmentation was somewhat incomplete inferiorly. There were a few pigment clumps on the surface of the retina along the band of depigmentation, but no evidence of narrowing of the retinal blood vessels or optic atrophy.
The fluorescein angiogram showed early background choroidal fluorescence through the defective retinal pigment epithelium, surrounding a hypofluorescent macula, in a horse-shoe manner. The lower incomplete part showed spotty windowing. The late frames of the angiogram showed leakage into the macula and scleral staining corresponding to the depigmented band (Fig. i) .
Eighteen months after the onset of symptoms his visual acuity and visual fields had remained unchanged. The fluorescein angiogram showed there was very little leakage into the macula, and no further advance of the choroidal sclerosis.
RETINAL FUNCTION TESTS
Perimetry revealed an incomplete ring scotoma between the io°and 20°isopters around the point of fixation in each eye which matched very closely to the band of depigmentation seen clinically (Fig. 2) . The colour vision was normal. The dark adaptation curve showed a rise in the final threshold by Ii log units. The electrooculogram was flat, while the electroretinogram was reported to be normal.
LABORATORY EXAMINATIONS
The haematological examination showed haemoglobin 15-4 g/100 ml, total white cell count 9000 mm3, neutrophils 57 per cent, lymphocytes 34 per cent, eosinophils 4 per cent, monocytes 5 per cent, packed cell volume 44 per cent, mean cell haemoglobin concentration 34 per cent, and erythrocyte sedimentation rate 4 mm in i hour. Serological tests for syphilis and Reiter's syndrome were negative.
PEDIGREE
The seven-year-old daughter of this patient had a visual acuity of 6/6 in each eye. Her fundi showed gross retinal pigment epithelial disturbance and a faint arc of depigmentation extending both upwards and downwards adjacent to the temporal border of the optic disc. Fluorescein angiography revealed patchy choroidal filling and windowing owing to defective retinal pigment epithelium. The depigmented arc at the temporal border of the optic disc gradually took on a somewhat oval-ring shape, and showed some loss of choriocapillaris. Both maculae were normal (Fig. 3) . No other member of the family showed any such clinical signs (Fig. 4 ).
Discussion
The case described here has many findings similar to those reported by the previous authors as circinate choroidal sclerosis (Knapp, 1907; Schockett and Ballin, 1970 
